To elaborate a predictive scale for determining complications in adults with hypertension and actions for care supported in the primary care.
INTRODUCTION
The building of instruments for the care of people with chronic diseases is one of the trends in Brazilian nursing, in view of the new technologies for the care of chronic diseases, and mainly, because these can be used to assist in the supported self-care, which is a strategy that integrates the perspective of care guidelines and that can prevent complications.
Thus, professionals should invest in technology creation to meet this demand, focusing on developing and strengthening this field of knowledge, corroborating the model of care for chronic diseases that presupposes supported self-care actions, such as: evaluation, counseling, assistance and supervision (1) .
The supported self-care empowers people to self-manage their condition, through the evaluation of their health state, agreement on targets, elaboration of individualized care plans and continuous monitoring, utilizing the resources of the health organizations and the community to provide that support (1) .
Regarding Systemic Arterial Hypertension (SAH), it is known that it contributes to the increase in deaths due to cardiovascular diseases. Since it is one of the risk factors for them, and it is frequently cared for in primary care. However, even with all efforts performed for its control, it is still detected, due to its silent character, only when the first complications appear (2) .
The instruments used to measure existing and used risks allow for the prediction of the risks of complications through some variables, but do not lead to the monitoring of follow-up care in the prevention of complications. One of these instruments, used worldwide, is the Framingham, which estimates the risk, in percentage, of cardiovascular disease occurrence for a period of ten years.
The Framingham' s scale use allows the health professional to classify patients into three levels of risk: low, medium and high, however, not proposals targeted actions of care are not proposed (3) (4) . Another way to classify risk is the proposal of the Ministry of Health, that uses as a base the association of stages of hypertension, the presence of risk factors and co-morbidity, categorizing patients in four levels: low, moderate, high and very high (5) .
The factors involved in the emergence of complications are described in the literature (6) , but the recognition of these does not imply concrete preventive actions, so the great challenge is to translate the technical-scientific knowledge into concrete actions in the health network and in the scope of the population, to benefit the greatest possible number of people (7) . Therefore, it is believed that the identification of risk and protection factors makes it possible to predict the occurrence of SAH complications and may help in nursing care and follow-up of the person with hypertension, according to the needs presented by them.
In face of this, the following question is raised: what factors are common in people who suffered SAH complications that can be foreseen by the nurse? The objective was to elaborate a predictive scale of determinants for complications in adults with hypertension and actions for supported self-care in primary care.
METHODS
This is a methodological survey conducted in two stages ( Figure 1 ): the first used a descriptive, quantitative and cross-sectional approach, with the participation of 387 people with SAH, enrolled in 18 health units of a health district in the city of Curitiba, Paraná. The sampling was systematic and stratified, with replacement, an error margin of 0.05 and a significance level of 95%.
Were included: people with hypertension diagnoses; adults aged between 18 and 60 years; classified as active in the computerized program responsible for the registration and follow-up of patients with Diabetes and Hypertension in the Brazilian Public Health System; whose minimum score in the Mini-Mental State Examination were 13 points for those with no schooling, 18 for low and average schooling, and 26 for high education. One to four incomplete years of education were considered as low schooling, four to eight incomplete years as average schooling, and more than eight years, as high schooling (8) .
Data collection took place at the participants' houses on weekdays, in the afternoon, from May 2013 to April 2014, through a structured interview composed of sociodemographic, economic and self-reported clinical variables, complemented by anxiety and depression scales, adherence to the medication, social support and quality of life.
The data was tabulated in Microsoft Excel ® and analyzed with the IBM SPSS ® Statistics v. 20 Computational Program. Firstly, a univariate analysis of quantitative and qualitative variables was carried out. For the evaluation of the association between the qualitative variables and the presence of complications, the statistical tests Fisher Exact Test and Chi-square were used; while Student' s t and Mann-Whitney tests were used for the quantitative variables. The correlation between the quantitative variables was estimated by the Spearman coefficient. Certain cut-off points were selected for the variables age, quantity of medicines and for the domains of the quality of life questionnaire from the adjustment of Receiver Operating Characteristics (ROC) curves. After identifying variables that were significantly related to complications, the joint effect of these variables with the likelihood of complications was verified through the adjustment of a Logistic Regression model (Stepwise Backward with probability 0.05 for entry and 0.10 for Output variables), including those that presented p value <0.05 in the univariate analysis.
In the second stage, the construction of the scale, theoretical, empirical /experimental and analytical/statistical procedures were followed, according to Pasquali's methodological framework (9) . Variables of the multivariate model were used, results of the first part of the research, to elaborate the scale from the estimated Odds Ratio values, and the proportion of representativeness of each variable was calculated, establishing a score from 0 to 100.
To determine the risk classification criterion, participants with an estimated probability of complication of up to 25% were considered to be at low risk; from 25% to 49.9% of moderate risk; from 50% to 74.9% high risk and 75% or more would be at very high risk. Subsequently, a proposal for a protocol for self-care based on national, state and municipal guidelines was established.
The survey followed the recommendations of resolution 466/12 of the National Health Council. The Research Ethics Committee from the Health Sciences Sector of the Federal University of Paraná approved the project with human beings, Protocol CEP/SD 220.068, as did the Ethics Committee of the Municipal Health Department of Curitiba, Paraná. All participants signed the Free and Informed Consent Form, and to preserve their anonymity, the names were replaced by the initial "E" followed by numerals in ascending order.
The article was extracted from the doctoral thesis titled "Predictive factors for complications in people with systemic hypertension and actions for the management of nursing care in primary care" (10) .
RESULTS
The socio-demographic and economic profile of the participants was characterized by the predominance of women (76.2%), with an average of 53 years, less than eight years of schooling (65.1%), and family income of up to 947.3 reais (57.3%).
The reported risk factors were: obesity (51.9%), stress (58.7%), non-practice of physical exercise (57.1%), current or previous smoking (48, 2%), SAH diagnosis time (44.7%), use of four medications or more (45.2%), hospitalization (9.6), and SAH complications (19.4%), such as acute myocardial infarction (56.0%), stroke (30.7%) and chronic renal disease (5.3%). In the anxiety and depression scales, it was observed that 17.6% and 17.9%, respectively, presented moderate and severe levels, and the distribution was similar in both instruments.
The variables selected to compose the multivariate model (Table 1) were: age, gender, smoking, diagnostic time, risk classification, quantity of medications in use and depression. Figure 2 introduces the proposed scale for complications of hypertension with the actions to be supported in primary care.
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DISCUSSION
The sociodemographic and economic characteristics of this research are similar to the profiles found in national and international studies on chronic disease (11) , as are the age range for the risk of complications (12) , the prevalence of selfreported risk factors (7) , and the number of hospitalizations (13) .
Depression and anxiety are commonly associated with chronic diseases, and in this case they may negatively affect cognitive focus, energy and motivation, as well as the willingness and competence to follow treatment (14) (15) . When comparing individuals with mild symptoms of depression and anxiety (14) , a tendency for smoking, physical, sexual and sleep disturbances can be noticed, but these participants are considered to be in regular health.
According to the literature, the risk of developing cardiovascular complications due to the non-control of bloodpressure levels is closely linked to risk factors such as obesity, smoking, sedentary lifestyle, abdominal circumference, family history and high age (5) . However, not all of these factors had a statistically significant association with the development of complications. Age, gender, smoking, time of diagnosis, risk classification, medications in use and depression were highlighted.
The variables inserted in this prediction scale corroborate findings in the literature according to which the risk of complications of SAH are greater in the male sex, people older than 55 years, smokers, with a higher diagnosis time, a high number of medications in use, and are more severe in the case of Depression (11, (14) (15) .
In the non-medicated treatment for hypertension, it is necessary to adopt a healthy lifestyle, with adequate food, controlled consumption of salt and alcohol, to stop sedentariness and smoking, and these actions contribute to prevent the SAH and its complications (16) .
A study aimed at investigating the effect of smoking in blood pressure and the development of hypertension, found that 36% of participants were smokers, 9% ex-smokers and 55% never smoked (17) -a population similar to that of this survey, in which 48.2% smoke or have smoked during their lives.
The actions for supported self-care proposals consist of consultations with physicians, nurses, and other health professionals, home visits, joint definition of goals, educational activities in health and annual reclassifications. These were based on national, state, and municipal guidelines (7, (16) (17) (18) (19) , and focus on cooperation between the health team and health system users, to jointly establish priorities, develop care plans consistent with each one's reality, and monitor the results (1) .
Therefore, it emphasizes the participation of the person with SAH together with healthcare professionals in the process of creating attainable goals and strategies aiming at a supported self-care. It is emphasized, that in order to meet the proposed protocol, a dialogue between professionals, patients, family members and health services becomes necessary, having the continuity of care as its objective, through the elaboration of an individualized care plan that helps the patient to be proactive in decisions about their health and enables them to use the existing services in the network.
CONCLUSIONS
A scale has been elaborated with variables that may be able to predict complications of arterial hypertension and, for these, scores were assigned, that when added, allow the definition of the level of risk in which the patient is, suggesting, through this classification, actions for the supported self-care.
It is believed that the scale developed in this research can contribute to the Unified Health System for its relevance in identifying the risk of the complications of SAH and in corroborating the proposal of supported self-care by stimulating the follow-up of care, aiming at prioritizing the needs of each patient, through the joint selection of goals and continuous monitoring to evaluate the results.
The limitations considered in this research were: the variables were self-reported and the design of the scale restricted it to the hypertensive adult population of the primary health care, in addition to the cross-sectional study design, which does not allow the for the establishment of a relation between cause and effect.
